SUMMARY The ability to recognise gestures was studied in 65 left-hemispheric stroke patients whose lesions were located by CT scan. In the acute stage (first month) frontal lobe and basal ganglia were frequently involved in patients showing inability to recognise gestures. In the later (third to fourth month) and chronic stages ( >6 months) parietal lobe involvement was important; lesions causing gesture recognition impairment were larger, had more extensive and frequent parietal involvement and produced less temporal lobe damage than those causing aural comprehension defects. These findings are discussed in the light of recent models of cerebral localisation of complex functions.
and 24 females (mean age 56-4 ± 11.6 years) who had suffered a single ischaemic cerebrovascular accident of the left hemisphere. Patients with intracerebral haematomas, cerebral infarct associated with subarachnoid haemorrhage and those in whom CT scan showed multiple or bilateral lesions, or diffuse white matter hypodensity suggestive of arteriosclerotic subcortical encephalopathy6 were not included in this series. Thirty-two patients were tested during the 1st month after stroke (acute patients), 37 during the 3rd-4th months after stroke (recent patients) and 44 in the six or more months after stroke (chronic patients). Thirty-three patients were observed in more than one period (acute, recent and chronic stages, 18 patients; acute and recent, eight patients; recent and chronic, six patients; acute and chronic, one patient).
All patients had a comprehensive neuropsychological evaluation including testing for aphasia, alexia, agraphia, apraxia and constructional ability. Diagnosis of aphasia was carried out by means of a standardised battery.'7 Two tests of auditory comprehension deserve a brief description as their scores were compared with Gesture Recognition Test score. On the test of object identification by name, patients were requested to point to objects (two sets of eight) named by the examiner, while on the test of oral understanding they had to follow four one-step and four two-steps oral.commands. Each correct response is scored one point in both tests. Normal controls made no errors on these tasks. Classification by aphasia types was based on taxonomic criteria according to the scores obtained in the tests of speech fluency, naming, understanding of oral commands and repetition of words. 4 The ability to recognise gestures was assessed by means of the Gesture Recognition Test (GRT ( fig 4) . Comparison of the incidence of impairment at each anatomical site showed no significant differences between chronic and recent patients. Chronic impaired patients had less frequent caudate, (p = 0-05) insular (X2 = 7-77, p < 0-01), corona radiata (X2 = 5-38 pn < 0-025) and subcortical supramarginal gyrus (X2 = 5-72, p < 0-025) involvement than acute impaired patients. There was no influence of the degree of cerebral atrophy, but impaired patients were older than non-impaired (t = 3-01, p < 0-001). Differences in lesion size were nonsignificant (impaired patients = 0-132 + 0-09, non impaired = 0-090 + 0-09, t = 1-32, ns). Correlation between Gesture Recognition Test scores and lesion size was weak (r = -0-30), but significant (p < 0-05). Severe and lasting impairment usually requires involvement of several components of the network, although impairment on gesture recognition may follow a lesion in one of the several areas of the network (basal ganglia, centro-parietal white matter, parietal cortex). Lesions of some of these sites, for example parietal lobe, result in multiple defects, and explain the close association between gesture recognition and reading performances34 and constructional apraxia.4
